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INTRODUCTION: Acute upper gastrointestinal bleeding is a common emergency. The ingestion of foreign
bodies represents a less frequent cause of bleeding, but it is equally life-threatening, especially if the
patient does not report the incident.
PRESENTATION OF CASE: We are reporting the case of a 77-year-old patient with a bleeding caused by
ingestion of glass fragments with co-existing jejunal diverticula.
DISCUSSION: The ingestion of foreign bodies is a rare, mostly accidental event. Another possible source of
upper G.I. bleeding is jejunal diverticula; in this case, the examination of the specimens showed evidence
of glass ingestion fragments as the likely cause of bleeding.
CONCLUSION: Surgeons should be aware that patients may fail to report correctly on the possible causes
of bleeding, misleading the diagnosis, and delaying the diagnostic routes.
© 2014 The Authors. Published by Elsevier Ltd. on behalf of Surgical Associates Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/3.0/).
1. Introduction
Acute upper gastrointestinal bleeding is a common emergency
that has a 10% hospital mortality rate; despite changes in man-
agement, mortality has not significantly improved over the past
50 years.1 Elderly patients and people with chronic medical dis-
eases withstand acute upper gastrointestinal bleeding less well
than younger, and have a higher risk of death. The ingestion of for-
eign bodies represents a less frequent cause of bleeding, but it is
equally life-threatening, especially if the patient, unaware of the
connection ingestion of foreign body/bleeding, does not report the
incident.
2. Presentation of a case
Wepresent a case of a 77 years-oldmanwho, in a summer after-
noon of 2008, was admitted to the emergency department of a
local hospital for recurrent rectal bleeding. The patient’s medical
history reported a mild anemia which had been not yet completely
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investigated, temporarily treatedwith oral iron therapy and no fur-
ther morbidities. After entering the emergency department (ED)
of the previous admitting hospital, the patient underwent a com-
plete physical examination that proved to be consistent with age
without any sign of distress related to bleeding. A colonoscopy was
performed, but no bleeding sourcewas identified. An esophagogas-
troduodenoscopy was also performed up to the third duodenal
portion, without identifying bleeding lesions. As the patient was
experiencing recurrent episodes of rectal bleeding and clots emis-
sion, he needed several blood transfusions and underwent a spiral
computed tomography angiogram (angioCT-scan) that identified a
possible bleeding source in the first arterial branch of the supe-
rior mesenteric artery. The patient was then transferred to the
emergency department (ED) of our institution to undergo a diag-
nostic selective angiography and eventual angioembolysation of
the bleeding source, as, at night, ours is the only admitting hospital
for angiography. Although apparently the patient was hemody-
namically stable and cooperative, the bleeding had been going on
for several hours before being admitted to our institution, hence
the presence of an anesthesiologist was required.
Considered that hypovolemia, acidosis, and coagulopathy
were already present, the operating room (OR) was set up
in a standby mode for a likely emergency surgery. During
angiography, the patient experienced a further massive rectal
bleeding with red blood and clots, clinical sign of impending shock,
and a haemoglobin (Hb) blood gas test of 4.5 g/dl. The proce-
dure was immediately stopped, and the patient was sent to the
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Fig. 1. Original anatomy. I – First duodenal portion. II – Second duodenal portion. III
– Third duodenal portion. IV – Fourth duodenal portion. SMV – Superior mesenteric
vein. SMA – Superior mesenteric artery. TREITZ – Ligament of Treitz.
The figure represented the diverticula of the first 70 cm of the jeunum and some
linear cuts of the fourth duodenal portion which were the bleeding source.
operating room (OR) for an emergency laparotomy. Multiple diver-
ticula of the upper jejunum were found during surgery, and a
70 cm resection of the small bowel was performed by sectioning
the bowel with a GIA35. At that moment, fresh blood started to
spontaneously flow through the nasogastric tube, whereas no fluid
was present in the stomach since tube insertion. Consequently, we
decided to directly check the duodenal stump for other bleeding
sources.As theduodenumwasopened, agushof fresharterial blood
and clots burst out, so we decided to extend the intestinal resec-
tion to the fourth duodenal portion. (GIA 35) The abdomen was
then temporarily closed without any attempt to immediate recon-
struction to reduce surgery time as much as possible, minimize
hypothermia and treat hypovolemia, acidosis, and coagulopathy.
The macroscopic examination of the specimens did not show any
sign of bleeding from the diverticula, but the fourth duodenal por-
tion showed several profound linear cuts with fresh bleeding signs
and clots. (Fig. 1) Thesepeculiaritieswere confirmedbyhistopatho-
logical examination.
The patient was admitted to the intensive care unit (ICU)
for an aggressive resuscitation. Twenty-four hours after surgery,
the patient was hemodynamically stable, with no sign of further
bleeding, conscious and cooperative. Two days later a side-to-
side duodeno–jejunal anastomosis was performed, and a double
lumen naso–jejunal tube was inserted through the anastomosis for
decompression and feeding (Fig. 2). When expressly asked about
the possible ingestion of anything that might be the cause of the
bleeding, this time the patient recalled to have swallowed some
glass fragments of the phyal for his oral iron therapy, but he was so
unconcernedby this event that hehad completely forgotten it. Even
after reporting this event, he still did not see the relation between
a “rectal” bleeding and the oral ingestion of small glass fragments.
This was the only possible cause of accidental ingestion of dam-
aging substances we could find in the recent medical history of the
patient that matched with the surgical specimen findings.
The gastro–jejunal tube was removed on post-op day thirteen.
Patient was discharged after two weeks. Presently, after five years,
he is still healthy.(Fig. 3)
Fig. 2. Schematic drawing of the nasojejunal tube for dreinage and feeding and of
side-to-side jejunum–duodenal reconstruction.
Fig. 3. Histologic section of the bleeding duodenum including mucosa and vessels.
3. Discussion
The ingestion of foreign bodies most frequently occurs in chil-
dren (1–3 years old).2 In adulthood this is seen in psychotic
patients,2 but it is a rare, mostly accidental event, in normal
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population, mainly occurring due to food bones’ ingestion. Perfo-
ration of the duodenum, and small bowel have been reported for
trichobezoar obstruction or sponge obstruction. A case of bleeding
was published for the accidental ingestion of a fish hook.5 To our
knowledge, only one case of glass ingestion is present in literature,
a toddler who swallowed fragments of an ornamental Christmas
bulb3 with severe complication, that produced multiple intestinal
lacerations requiring several surgical operations up to total colec-
tomy and permanent ileostomy.
As the colonoscopy and the esophagus gastroduodenoscopy did
not show the bleeding source, a CT angio scan was performed. This
was the first diagnostic exam which identified a possible bleeding
source through the first arterial branch of the superior mesen-
teric artery, shifting the diagnosis from lower intestinal bleeding
to upper G.I. bleeding.
At thatpoint, thepatientwas sent toouremergencydepartment,
theonly admittinghospital for emergent angiographyatnight-time
in the area. By then, the patient, although hemodynamically stable,
had been bleeding all the time requiring several transfusions so an
impeding hypovolemic shock was present with a low HB.
A damage control surgery proved to be the right choice for
this patient. The intestinal resection was performed without
any attempt to immediate reconstruction to allow the resusci-
tation procedures in the intensive care unit. Reconstruction was
performed on post-surgery day 2 after normalization of the param-
eters.
About the possible source of the bleeding, jejunal diverticula4
were present in the first portion of the jejunum, consistent with
the possible source of bleeding through the first branch of the
superiormesenteric artery, but themacroscopic examinationof the
specimens did not show any sign of bleeding from the diverticula,
while the specimen of the fourth duodenal portion showed sev-
eral profound linear cuts with fresh bleeding signs and clots. These
peculiaritieswere confirmedbyhistopathological examination and
consequently the latter was the only possible cause of bleeding in
the patient’s recent medical history that matched with the surgical
specimen findings.
4. Conclusion
Our case could serve an educational purpose: usually, the ini-
tial rectal bleeding is a self-limiting condition that rarely requires
surgery. Besides, the patient, unaware of the danger, failed to tell
his physician that he accidentally swallowed glass fragments of the
phyal for his oral iron therapy, misleading the initial diagnosis and
delaying the diagnostic plane.
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